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INTRODUCTION
Endometriosis is a common benign gynecologic disease defined by the presence of Original Article http://dx.doi.org/10.3349/ymj.2015.56.4.1079 pISSN: 0513-5796, eISSN: 1976 0513-5796, eISSN: -2437 the uterus and at least one ovary intact. Exclusion criteria included previous medical or surgical treatment of endometriosis, previous pelvic surgery for uterine or ovarian masses, extrapelvic endometriosis, such as vaginal, abdominal wall, or pulmonary endometriosis, and malignancy. Conservative laparoscopy was performed by three gynecologic laparoscopy specialists. All surgical procedures aimed for complete removal of all gross lesions and anatomical restoration to preserve or restore reproductive function; additionally, the procedure included electrofulguration or excision of endometriotic implants on the peritoneum, excision of endometriomas, and lysis of adhesions. The type of surgery was chosen and tailored for each individual case, with consideration for the severity of the disease. Postoperative medications included gonadotropin-releasing hormone agonists (GnRHa) and/or hormone therapy such as oral contraceptives, oral progestins, and a levonorgestrel-intrauterine system. After surgery, pelvic ultrasonography was performed every 6-12 months. The recurrence of endometriosis was defined as the recurrence of dysmenorrhea as pain recurring after surgery with a severity score equal to or higher than that before surgery or the recurrence of endometriomas with the presence of ovarian cysts 2 cm in diameter for more than two consecutive menstrual cycles. 4, 5, 9, 11 Clinical characteristics and operative findings were recorded for all study subjects including age at the time of surgery, body mass index, age at menarche, parity, menstrual history, coexisting adenomyosis, type of surgery, postoperative medications, pregnancy after surgery, the preoperative serum CA-125 level, the size of the largest cyst, anatomical location, rAFS stage, and rAFS score. The severity of endometriosis was determined by scores derived from the rAFS classification system 10 according to operative findings including the location, size, extent, depth, and density of the endometrioma and adhesions. These rAFS component scores included a spot score, an ovarian cyst score, an ovarian and tubal adhesion score, the bilaterality of ovarian cysts and ovarian and tubal adhesions, and cul-de-sac (CDS) obliteration. The scores were assigned by the gynecologist who performed the surgery. Serum CA-125 was checked after the initial diagnosis, up to 2 weeks prior to surgery. The level of serum CA-125 was measured with a CA-125 II electrochemiluminescence immunoassay using the Roche/Hitachi Modular Analytics E170 (Roche Diagnostics, Tokyo, Japan).
Continuous data are presented as means±standard deviations or medians and interquartile ranges. Categorical data are presented as numbers and percentages. To compare variendometrial glands and stroma outside of the uterus.
1,2 The disease typically affects women of reproductive age and remains a major cause of disability stemming from dysmenorrhea, chronic pelvic pain, and subfertility. 1 Surgery is a confirmed option for relieving pain and also may improve fertility; since recent years, it has been performed by laparoscopy with results equivalent to or better than surgery by laparotomy. 3 However, the postoperative recurrence rates after 3 years range from 15-30%, 3 with half of these patients requiring reoperation. 4 Recurrence of endometriosis leads to several concerns in women of reproductive age in terms of lowered quality of life caused by recurrent pain and a compromised ovarian reserve due to recurrent endometriomas; such issues may cause the clinician to hesitate when deciding the treatment modality. As is well known, a longer postoperative treatment of endometriosis results in less recurrence. However, there are no definite prognostic factors for recurrence that can be used in the clinical field during the follow-up period, although many studies have been conducted to identify the risk factors for recurrence of endometriosis. [5] [6] [7] [8] [9] The revised American Fertility Society (rAFS) classification system is the most widely-used method of determining the severity of endometriosis by point scoring followed by staging. Almost all studies that have utilized the rAFS classification system have addressed the use of rAFS stage and score as risk factors; however, few studies have evaluated the predictive value of each separate component of the system. 10 In the present study, we aimed to investigate the risk factors of recurrent endometriosis by evaluating components of rAFS system from previous surgeries.
MATERIALS AND METHODS
We retrospectively reviewed the medical records of women ages 18 to 49 years who underwent conservative laparoscopy with histologic confirmation of endometriosis at Gangnam Severance Hospital from March 2003 to May 2010. The participants provided written informed consent to participate in this study, and we received the data in an anonymized form. This study was carried out in accordance with the ethical standards of the Helsinki Declaration and was approved by the Institutional Review Board of Gangnam Severance Hospital (3-2011-0282) .
Conservative laparoscopy was defined as laparoscopic surgical removal of all endometriotic lesions while leaving whom 80 (21.2%) had recurrent endometriosis after laparoscopic surgery. The median duration of follow-up was 19.0 months. The clinical characteristics of patients with and without recurrence of endometriosis are presented in Table  1 . Significant differences were found between the two groups with respect to age at the time of surgery, parity, the type of surgery performed, and preoperative CA-125 level. Table 2 shows operative findings including data for the rAFS classification system components for both groups. In addition to the rAFS total score and stage, the size of the largest cyst, the rAFS cyst score, the rAFS adnexal adhesion score, the rAFS ovarian adhesion score, and the rAFS tubal adhesion score were significantly higher in the recurrent endometriosis group than in the non-recurrent group. There were also significant differences between the two groups in terms of the anatomical location of the cysts, the bilaterality of the cysts, and the bilaterality of the adnexal adhesions. Of the adnexal adhesions, only the frequency of bilateral ovarian adhesions showed a significant difference between groups, while bilateral tubal adhesions did not. The frequencies of no, partial, and complete CDS obliteration were 36.3%, 27.4%, and 36.3% in the recurrent endometriosis group and 45.2%, 36.4%, and 18.4% in the non-recurrent group, reables between the recurrent and non-recurrent groups, twosample t-tests were used for continuous variables, and chisquare or Fisher's exact tests were used for categorical variables where appropriate. A Kaplan-Meier survival analysis was used to determine the univariate relationship of the rAFS ovarian adhesion scores to disease-free survival times. Log-rank tests were used to examine significant differences in hazard distributions between groups according to rAFS ovarian adhesion scores. A Cox multivariate analysis was performed to eliminate confounding factors and to identify significant variables that could independently contribute to the recurrence of endometriosis. A multivariate model was built using factors that had p-values<0.05 on univariate analysis and excluding factors that potentially had either multicollinearity or clinical correlation. For all analyses, a p-value<0.05 was considered to be statistically significant. All statistical analyses were conducted using SPSS software version 18.0 (SPSS Inc., Chicago, IL, USA).
RESULTS
The medical records of 379 patients were reviewed, of endometriosis group (48.8%) experienced recurrent pelvic pain. Patients with recurrent bilateral lesions had a higher incidence of bilateral cysts prior to surgery than those with unilateral or spot lesions (p=0.002) ( Table 3) .
Univariate analyses using Cox regression for the recurrence of endometriosis were performed on factors that showed significant differences between the two groups. The hazard ratios (HRs) for the factors used in the univariate spectively, showing an increased frequency of complete obliteration in patients with recurrence. The rAFS spot score and the frequency of bilateral tubal adhesions were not different between the two groups.
Of the 80 patients who experienced recurrence, 3 (3.8%) were diagnosed due to recurrent pain symptoms, 47 (58.7%) by ultrasonography, and the remaining 30 (37.5%) by surgical confirmation. About half of the patients in the recurrent bilateral ovarian adhesions (p=0.012), and complete CDS obliteration (p=0.001) were all shown to be factors that may influence the risk for recurrent endometriosis. Fig. 1 show the Kaplan-Meier survival curves for progression-free survival for different rAFS ovarian adhesion score groups. Given that the rAFS ovarian adhesion score classifies each subject into a specific category, subjects were placed into four groups that were determined by scores of 0-8, 9-16, 17-24, and >24, and those with higher scores were associated with an increased hazard of recurrence (p= 0.004). Patients with a rAFS ovarian adhesion score of >24 had a significantly higher cumulative hazard of recurrence compared with those having a score of ≤24 (p=0.004).
A multivariate Cox regression analysis revealed that a rAFS ovarian adhesion score of >24 was associated with a significantly increased risk of recurrence of endometriosis ( Table 4 ). The variables that we identified as independent risk factors for the recurrence of endometriosis were younger age at the time of surgery, ovarian cyst bilaterality, rAFS ovarian adhesion score >24, and complete CDS obliteration. A rAFS ovarian score of >24 was the risk factor with the highest (HR: 2.996; 95% CI: 1.133-7.923; p=0.027), and the HR for complete CDS obliteration was the second highest (HR: 2.274; 95% CI: 1.227-4.215; p=0.009). Although not as high, the HR for bilateral ovarian cysts indicated a significantly increased risk of recurrence (HR: 1.835; 95% CI: 1.137-2.960; p=0.013). In addition, a postoperative medication regimen of GnRHa with subsequent hormone therapy indicated a decreased risk of recurrence compared with GnRHa alone.
analyses are presented in Table 1 trating endometriosis (DIE). This is further complicated by the anatomical location of the lesions, given that they are found just above the ureter. In patients with endometriosis, the more complete the removal of the lesions, the lower the rate of recurrence. 12 As a result, dense ovarian adhesions and pelvic-side-wall DIE are associated with a poor prognosis of the recurrence of endometriosis. Our results show that the ovarian adhesion score, rather than the tubal adhesion score, correlated with the recurrence of endometriosis. Several previous studies have examined the relationship between adnexal adhesions and clinical outcomes of endometriosis in terms of infertility. 13 However, these studies were focused on tubal rather than ovarian adhesions. The difference observed in our study offers evidence that tubal involvement may affect infertility due to its distortion of the anatomy and micromovement of fimbriae, while endometriomas involving the ovaries may be more related to recurrence.
In our study, the preoperative serum CA-125 level was a predictive factor for the recurrence of endometriosis with borderline significance (p=0.084), although it was significantly correlated with the rAFS total score, ovarian cyst score, and complete CDS obliteration excluding adhesion. Serum CA-125 is currently the most useful marker of endometriosis and is typically checked preoperatively to evaluate the usefulness of postoperative monitoring. Preoperative CA-125 may have limited diagnostic accuracy, however, with low sensitivity and thus limited adequacy for predicting recurrence of endometriosis. We calculated the area under the receiver operating curve for preoperative CA-125 levels; however, our results did not provide an adequate level of discrimination or sensitivity (data not shown). As several studies have shown that preoperative CA-125 in conjunction with other markers may have considerable overall sensitivity and specificity, 14, 15 further studies that involve a larger number of participants and combine preoperative serum CA-125 levels with rAFS scores from surgery may provide meaningful findings.
Previously, several studies have suggested that neither the rAFS classification system nor the stage correlates with postoperative outcomes such as pregnancy, recurrence of dysmenorrhea, and recurrence of the disease. 8, 9 Although these previous studies compared the rAFS stage itself, we analyzed not only the stage but also the detailed components of the classification. Meanwhile, our results indirectly share the finding of a higher recurrence risk in an advanced stage, 11, 16 as the combination of ovarian adhesion, bilateral ovarian cysts, and complete CDS obliteration reflect an advanced
DISCUSSION
In this study, we evaluated each component of the rAFS classification system and demonstrated that the ovarian adhesion score of the previous surgery was the best prognostic factor for the recurrence of endometriosis. In addition, we found that complete CDS obliteration and bilateral ovarian cysts were also significant predictors of disease recurrence. Along with the previous studies, our study adds to findings of increased recurrence in advanced-stage endometriosis, reflected by complete CDS obliteration and bilateral ovarian cysts in our study. 11 Our data suggest that a threshold rAFS ovarian adhesion score of >24 correlates with significant disease recurrence. According to the rAFS classification system, 10 an ovarian adhesion score of >24 implies the existence of dense adhesions invading at least two thirds of the ovary, with subovarian adhesions invading the lateral pelvic wall. In cases of dense subovarian adhesions, which consist of reactive fibrotic tissue involving the lateral pelvic peritoneum, the lesions are potentially deeply infiltrating, similar to deep infil- Also, increased preoperative serum CA-125 levels seemed to be associated with the risk of recurrence yet showed borderline significance. However, the CA-125 level still remains the most commonly-used biomarker of endometriosis. Thus, identification of new combinations of markers in addition to serum CA-125 would be more useful in predicting recurrence risk.
stage of endometriosis of at least stage III. Additionally, discrepant results relating stage and recurrence may have also occurred from applying different editions of rAFS. For example, Vercellini, et al. 8 used a previous version of rAFS (1985) , whereas we applied a more recent version (1997) that did not include the type of lesion in the scoring system. Our results also confirmed previous reports that younger age [5] [6] [7] [8] [9] and complete CDS obliteration 9 were poor prognostic factors of recurrence of endometriosis. In addition, we found that the use of postoperative medications including hormone therapy following GnRHa compared with GnRHa alone was a favorable prognostic factor, corroborating data from another recent report. 17 Therefore, in patients at high risk for recurrence of endometriosis, continuous hormone therapy should be recommended after GnRHa treatment.
Differing from others, we evaluated the risk value of each individual component of the rAFS classification system for the recurrence of endometriosis. As a result, we discovered that the rAFS ovarian adhesion score was a risk factor for recurrent endometriosis. Moreover, almost all of the previously reported potential variables were measured in this study as well to eliminate all possible confounding factors. Finally, we excluded all patients who had previously undergone pelvic surgeries, as they were more likely to have existing surgical adhesions and artificially-increased rAFS scores. However, as a retrospective study, our findings were limited by several factors. First, a second-look laparoscopy was not performed on all patients. As a result, a number of patients were diagnosed with recurrent endometriosis without pathological confirmation. Additionally, serum levels of CA-125 are known to change throughout the menstrual cycle; 18 however, we did not address the relationship of blood sampling with the timing of the menstrual period. Given these limitations, further prospective studies are warranted to corroborate our results.
In conclusion, we have documented that the ovarian adhesion score, a component of the rAFS classification system, was a significant risk factor for recurrent endometriosis after conservative laparoscopy. A rAFS ovarian adhesion score of >24 was associated with significantly worse progressionfree survival rates. This scoring component may provide a new mechanism for identifying and managing patients with poorer prognoses. Therefore, in patients with high rAFS ovarian adhesion scores and suspected dense extended subovarian adhesions or pelvic-side-wall DIE, careful exploration and complete resection of the lesions may be superior to adhesiolysis alone for preventing recurrent endometriosis.
